DiU8cs8ion.-Dr. J. T. INGRAM asked whether antisyphilitic treatment had been tried. The PRESIDENT said that though the sections were not characteristic for mycosis fungoides, he did not think they suggested a syphilitic lesion. The appearance of the tumours, however, was characteristic of mycosis fungoides. On Tuesday he had had at hospital a case of what he thought to be typical mycosis fungoides, premycotic lesions and commencing tumour formation, and that patient also had no itching.
Dr. BRAIN (in reply) said that the preparation known as otarsan, which had been given to, the patient, was the English equivalent of stovarsol.
He December 5, 1934 with a history of a rash on his back for seven days. His mother had a suspicion that this was due to a Schick test which had been performed three weeks before the eruption appeared. Irritation was slight.
The eruption was limited to the trunk and adjacent parts of the limbs. Many of the lesions were pale pink in colour and oval in shape, and had a scaly surface. These features suggested pityriasis rosea, but no herald spot could be found; many macules were dotted between the papules and the scales were dry and adherent, as in psoriasis, on some of the smaller papules.
The Wassermann and Kahn reactions were negative. The eruption has persisted with little change in the individual lesions, but these are more numerous on the neck and are, in fact, almost confluent. A few papules have appeared on the scalp also.
Discussion.-Dr. G. B. DOWLING said that the position of this case was about half-way between guttate parapsoriasis and pityriasis lichenoides acuta.
He recalled the fact that, shortly before cases of the latter condition were first seen in this country-Dr. A. M. H. Gray having demonstrated the first example-there had been a small number of cases similar to the one under discussion. The President had shown the first and had pointed out at the time that, while he regarded it as a variety of guttate parapsoriasis or pityriasis lichenoides chronica, the prognosis was much more satisfactory, as in most cases the condition cleared up spontaneously in a relatively short time.
Dr. A. M. H. GRAY said that he agreed with Dr. Dowling, but he did not see why there
should be a differentiation between pityriasis lichenoides chronica, and pityriasis lichenoides varioliformis et acuta, as eventually they might run into one another. In the case now shown there were no necrotic lesions at present; it might remain an ordinary chronic case. Dr. I. MUENDE thought this might be the congestive type of pityriasis rosea. There was a patch on the side of the neck which had lasted three weeks, and there was definite adenitis. It might be worth while to wait three weeks to see what happened.
An apparently well developed, healthy girl, aged 14i, has had this eruption for about four years. It first appeared on the back of the neck, then on the shoulders, arms and legs, then on the trunk, and lastly on the forehead, always symmetrically. There is marked itching when she gets hot.
There is an area of thickened and atrophic skin, roughly rectangular and about 4 in. by 3 in. in size, just below the nape of the neck. The remainder of the eruption consists of atrophic spots, with a definite lilac-coloured border, and an ivory-tinted surface, arranged with remarkable symmetry, on the forehead, the shoulders, the forearms, the upper abdomen, and the thighs. There are no lesions to be seen in the mouth. Otherwise, physical examination is negative. The Wassermann reaction is negative.
The differential diagnosis lies between morphoea and atrophic lichen planus, but I think that the points I have enumerated support the diagnosis of morphcea guttata or white spot disease."
Discussion.-Dr. F. PARKES WEBER said that a mnore or less symmetrical dermatosis which was distributed like rain drops over a considerable region ought not to be called morphoea, as morphoea was limited to patches, and often the patches were segmental; hence the frequent use of the qualifying term " zoniform." He agreed that this case belonged to the large group of atrophodermia guttata, and it was not of segmental grouping. The typical cases of " white spot disease " which he had seen were characterized by a striking mother-of-pearl-like surface, and he thought the term " white spot disease " should be limited to cases which showed that mother-of-pearl appearance, the distribution being mainly about the shoulders and neck.
Dr. MUENDE said it was difficult to agree with Dr. Parkes Weber's remiiarks and to associate the term scleroderma with this case, as there was no hardness, it being in the nature of an atrophic condition. The striking point was that these lesions were associated, in the early stage, with a little hyperkeratosis, which one never saw in a sclerodermic condition. For that reason he thought it more probable that this was atrophic lichen planus.
Dr. J. T. INGRAM said there was something at the back of the neck which was not atrophy; there was scleroderma or thickening of the skin. Was it generally agreed that one occasionally found hyperkeratosis with scleroderma ? Was the condition in this case likely to clear up completely? Scleroderma in young people usually cleared up.
The PRESIDENT wondered whether there was any way of distinguishing between white spot disease associated with scleroderma, and lichen planus followed by guttate atrophy. He had seen in both conditions a form of white spot disease, the nature of which could only be identified by an associated lichen planus or morphoea, and he had shown before the Section cases which illustrated that point. In both conditions the white spots were similar endresults which gave no clue to the primary lesion. A synopsis of the Grutz-Burger conception and treatment of psoriasis appeared in the Lancet of September 15 last, pp. 605-6, and was extracted from their original paper "Die Psoriasis als Stoffwechselbroblem," Klin. Woch., 1933, xi, 373. Very briefly these authors attribute the disease to a dysfunction of the lipoid metabolism in the blood and cutaneous tissues, and are at the present time undecided as to whether the disturbance must be regarded as due to a quantitative increase or a qualitative alteration in the chemical constituents concerned. It has long been known that psoriasis scales contain an excessive proportion of cholesterin, one of the lipoids in question, and it was this fact that started Prof. Grutz on his researches. It is true that other investigators (e.g. Puley and Brill) had previously examined the blood of psoriatics from this standpoint, but they had contented themselves with one or two fortuitous blood specimens, from which no suggestive information was obtained. Griitz and Burger on the other hand devised a "tolerance test " on the same lines as that in general use now for diabetes, etc., and their results, which have not as yet been contradicted so far as I am aware, are at least suggestive. 5 grm. of cholesterin in 100 c.c. olive oil are administered to the patient, fasting, and the blood for investigation (50 c.c.) is withdrawn at 4, 8 and 24 hours' interval thereafter. It is claimed by the authors that the average increase of lipoid fractions determined biochemically in psoriasis as compared with non-psoriatic cases is 42%.
Low
The number of cases on which this statement is based is admittedly small-only 21-but the results were uniformly consistent, and are supported by the results obtained by Dr. Harry Coke in the three cases I have so far been able to submit to him.
